PATIENT, a man aged 64, has a massive exudate in the right retina and some exudative changes in the left. He has been under observation since October, 1922, when he had an extensive vitreous hamorrhage in the right eye, and retinal haemorrhages and white patches in the left macular area. His blood-pressure was then only 135/85 mm.; there was no sugar or albumin in the urine, the central nervous system was normal, and the Wassermann reaction negative. The patient did not exhibit the changes in the cardio-vascular system commonly associated with retinal disease. In 1923 the vitreous haemorrhages had cleared up and the condition was as now seen. The changes in the left eye have been steadily increasing, both as to the area involved and the height of the swelling. The top of the swelling in the right eye measures + 6 D.
By R. LINDSAY REA, M.D., F.R.C.S. THE patient, a man aged 51, came to me on February 5, 1925, complaining of blindness of the right eye. The history was that the sight of the eye had failed somewhat suddenly just before Christmas. On examining the eyes nothing abnormal could be found except that the right disc was very slightly blurred, the edge was not quite sharply defined, but a definite papilleedema was not present. There was no vision in the right eye; vision in the left eye was normal. The field of the left eye was normal also. There was no change in the appearance of the vessels that would suggest a cause for the failure of vision in the right eye. The Wassermann reaction of the blood-serum was negative, so also were the examinations by the rhinologist and neurologist; One thing I omitted to do, namely, to make an X-ray examination of the skull. On March 9 the right disc appeared slightly pale. The general health was perfect, and the patient's usual work was done each day. On May 11 I noticed slight blurring of the left disc, and three days later there was a definite papillcedema. The patient was at once admitted to the West End Hospital for Nervous Diseases. A radiogram was made which showed a very much flattened sella turcica; the shadow of the pinna caused some confusion, making it appear as if a partly ossified tumour occupied this region. A decompression operation was performed, but the patient died two days later from meningitis extending from the base of the brain. The postmortem examination, including that of the brain, was made by Dr. Carnegie Dickson. The actual specimen shows a large tumour, forty millimetres across, occupying the pituitary region. The tumour has flattened out the fossa. Extending upwards on the outer side of the right optic tract, it has pushed the tract across to the left side. The right optic tract and optic nerve are stretched and flattened, lying on the tumour. The left optic nerve and tract are not stretched nor pressed 0-op 1 [June 12, 1925. 44 Rea: Cerebral Tumour displacing the Optic Tracts Base of brain with tumour (shaded) in situ.
;; 3 _ | V l . w -0 s W : ; X ! !~~~~~~~~~~~~~1 ic a Section of Ophthalmology 45 upon. The anatomical arrangement thus produced provides an explanation of the blindness of the right eye. It was the right optic nerve which suffered from stretching due to the growth of the tumour. The vision and field of the left eye remained normal throughout. The entire absence of symptoms suggestive of a cerebral lesion was remarkable. The patient sang a solo at his church on the Sunday before his admission to hospital.
Sphenoidal .air sinuses.
The pituitary fossa enlarged, due to erosion by tumour.
I must thank Dr. Carnegie Dickson for doing the post-mortem examination and making the drawing of the brain.
Discu88ion.-Dr. W. E. CARNEGIE DICKSON said he thought that this tumour probably arose from the pituitary, but the specimen was recent and had not been fixed or cut. The pituitary was attached. If the tumour did arise from the pituitary, a curious point was that it had produced distortion of the optic tracts, chiasma and nerves from the right to the left, instead of coming between and opening them up. The nature of the tumour remained to be ascertained.
Mr. F. A. JULER asked whether there had been changes in the pupil. (Dr. FEILING: No when I saw him.) It was a long time for the optic atrophy to take to become apparent at the disc. In ordinary cases in which the optic nerve was ruptured in the optic foramen, three to four weeks was the usual interval before the discs showed atrophy.
In one case which he (Mr. Juler) had seen, the patient was suffering from total ophthalmoplegia due to some condition affecting the sphenoidal fissure. All the nerves of one eye were involved, including the optic nerve, and the patient was blind. That case had been shown by a house surgeon at a congress, who was asked how he explained the non-appearance of optic atrophy at the disc, although the patient was blind. His answer was that the blindness was of recent origin, and that probably there had not been time for the atrophy to develop. The present case seemed to show that pressure causing blindness might not, in a descending degeneration, affect the optic nerves and cause atrophy at the disc until four or five months afterwards.
Mr. J. H. FISHER said that if it was a pituitary tumour he thought the growth would have extended first to the right side. The right optic tract was displaced to the left side; there was no gross erosion of the sella turcica, and, possibly, there was some unusual anatomical arrangement of the cavernous sinus on the right side which enabled the growth to extend without much opposition in that direction. There was a gross stretching of the right optic nerve, and it would be the stretching of that nerve which induced the early blindness, rather than the compression of those fibres between the tumour and any bony structure at the base of the skull. As soon as papillcedema revealed itself in the left optic disc, the diagnosis would be fairly obvious, namely, that there was implication of the intracranial portion of the right optic nerve, obstructing the conveyance of the raised intracranial pressure, but with sufficient pressure pIesent to set up papilledema in the left eye. Whether it was a pituitary tumour remained to be decided. There were growths in the interpeduncular space which Loosely: Exophthalmos; Viner: Epibulbar Sarcoma were not of that character. He remembered a case of Mr. Lawford's in which there was an interpeduncular tumour of chondromatous character, and it produced symptoms analogous to those of a growing pituitary body tumour. It did not produce lateral displacement of the visual pathways in the way the tumour in the present case did.
Mr. LINDSAY REA (in reply) said that the optic nerves and tracts were originally in their proper anatomical relationship, but the sella turcica had been eroded. The tumour had flattened out the bone and, growing upwards and on the outer side of the right optic nerve and tract, had pushed these across to the opposite side. This stretching had produced the physiological want of continuity which had resulted in the blindness of the right eye. The left eye had remained normal from the end of December until the middle of May, when the papillcedema was first seen.
Mr. A. HUGH THOMPSON asked whether there had been any hemianopia in the left eye.
Mr. LINDSAY REA (in further reply) said there had been no disturbance of the visual field in the left eye. If he (the speaker) had taken a very minute tracing he might have discovered some defect, but hand perimetry did not show any. The patient did not complain, there was not the least suggestion of hemianopia, and vision had remained at X to the last.
Mr. FISHER (in further comment) said that Mr. Lindsay Rea's last remarks confirmed his (the speaker's) contention that the causal mechanism was traction. The optic chiasma, instead of occupying a transverse position in front of the sella turcica, was displaced to the left side. Therefore fibres passing from the left optic nerve had no traction on them, and even those which were passing to the displaced right optic tract from the left nerve would exercise little or no pressure upon them.
Postscript by Dr. Carnegie Dickson.-Since the above discussion the tumour has been cut and examined. It was found to be an endothelioma intimately connected with the walls of the cavernous sinus, a small central mass being actually within the sinus, surrounding a small nerve trunk, probably the sixth cerebral nerve. The tumour consists of more or less undifferentiated sarcoma-like cells, i.e., cells which have a hyalomatous or "pulp-cell'" arrangement, but with a tendency at parts to be arranged in "alveoli " or little rounded whorls. The cells are mostly irregularly rounded to polyhedral. The nuclei are small, pale and vesicular, with multiple nucleoli. There is little or no intercellular material.-W.E.C.D. Acute Pulsating Exophthalmos: Ligature of Internal and External Carotid Arteries.
